Please circle degree of pain, 0 none, 10 severe pain. 0 1 2 3 4 5 6 7 8 9 10 Using the symbols below, mark on the pictures where you feel pain. A. Nuzzi (D.C.) and/or whomever she may designate as assistant(s)  or covering physician(s) to perform diagnostic tests, including but not limited to radiographs, and to administer  treatment as is necessary. I also certify that no guarantee or assurance has been made to the results that may be  obtained. I understand and agree that health and accident insurance policies are an arrangement between an  insurance carrier and myself. I understand that referrals from my primary care physician, when necessary, are  entirely my responsibility and that if one is not obtained I will be expected to pay regardless of my insurance  coverage. I understand and agree that if any payments due by me are not made in a timely manner (60 days from  initial billing), I will be responsible for late charges, interest of 1 ½% per month, and any applicable collection fees  as permitted by law. Furthermore, I understand that any amount authorized to be paid 
by my insurance will be paid directly to this office and credited to my account. I permit this office to endorse remittances for the conveyance of credit to my account. HOWEVER, I CLEARLY UNDERSTAND AND AGREE THAT ALL SERVICES RENDERED TO ME ARE CHARGED DIRECTLY TO ME, AND THAT I AM PERSONALLY RESPONSIBLE FOR PAYMENT.

Patient's Signature: _______________________________ Date / / Witness: _______________
Autho r ization to Release Medical I n formation I authorize Dr. Lori A. Nuzzi (D.C.) and/or whomever she may designate as assistant(s) or covering Physician to release any medical information pertinent to my treatment plan to my insurance company or an authorized representative for review. This authorization for release of information shall include any and all information necessary to process my insurance claims and remains valid indefinitely. I certify that all insurance information given to this office is correct and complete. I also know that I am entitled to receive a copy of this authorization form.
Patient's Signature: ________________________________ Date: / / Witness: ________________. A. Nuzzi (D.C.) 
Request for Payment of Benefits to Provider of Car e I hereby irrevocably authorize my insurance company / insurance administrator to pay by check made out and mailed directly to: Dr. Lori A. Nuzzi, or Nuzzi Chiropractic Family & Sports Center, the expense benefits allowable and otherwise payable to me under my current policy, as payment toward the total charges for professional services rendered. I irrevocably authorize all information regarding my benefits under any insurance policy relating to any claims by the above named Doctor of Chiropractic to be released to any representative of their offices. I have agreed to pay, in a current manner, any balance of said applicable charges I agree that this office be given power of attorney to endorse/sign my name on any and all drafts for payment of my bill. I authorize the office to act in my behalf and report any suspected violations of proper claims practices by my insurance company to the proper regulatory authorities.
Patient's Signature: _____________________________ Date: / / Witness: _____________
Consent for Treatmen t of Mi nor I hereby authorize Dr. Lori
and/or whomever she may designate as assistant(s) or covering physician(s), to perform diagnostic tests, including but not limited to radiographs, and to administer treatment as she deems necessary to my: son/ daughter ,Name:________________________ Parent/Guardian's Signature: ___________________________ Date: / / Witness: _______________
HIPAA Compliance The office of Dr. Lori A. Nuzzi and its employees may use my health and personal information in any way necessary to obtain payment for services. This includes but is not limited to: filing claims, obtaining preauthorizations, referrals, and billing outstanding balances. This information may also be shared with my other treating physicians or technicians as necessary. While every effort will be made to keep this information confidential, I understand that some information such as my name or a portion of my name may be used in the presence of others.
Patient's Signature: ________________________________ Date: I I Witness: __________________
